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Initial Comments 

Note: The CMS-2567 (Statement of deficiencies) 
is an official, legal document. All information 
must remain unchanged except for entering the 
plan of correction, correction dates, and the 
signature space. Any discrepancy in the original 
deficiency citation (s) will be referred to the Dallas 
Regional Office (RO) for referral to the office of 
the Inspector General (OIG) for possible fraud. If 
information is inadvertently changed by the 
provider/supplier, the State Survey Agency (SA) 
should be notified immediately. 


An on-site unannounced full survey was 
conducted from 10/15/2018 through 10/19/2018 
to determine the hospital's compliance with the 
Emergency Preparedness Medicare Conditions of 
Participation. An entrance conference was held in 
a conference room with the Administrative staff 
members. The purpose and process of the 
survey was explained and an opportunity was 
given for questions and discussion. 


An exit conference was held on 10/19/2018 with 
administrative staff members. The preliminary 
findings of the survey were explained. An 
opportunity was provided for the facility to provide 
evidence of compliance with those requirements 
for which non-compliance had been found during 
the survey. 

EP Testing Requirements 
CFR(s): 482.15(d)(2) 
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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(2) Testing. The [facility, except for LTC facilities, 
RNHCls and OPOs] must conduct exercises to 
test the emergency plan at least annually. The 
[facility, except for RNHCls and OPOs] must do 
all of the following: 

*[For LTC Facilities at §483.73(d):] (2) Testing. 
The LTC facility must conduct exercises to test 
the emergency plan at least annually, including 
unannounced staff drills using the emergency 
procedures. The LTC facility must do all of the 
following:] 


(i) Participate in a full-scale exercise that is 
community-based or when a community-based 
exercise is not accessible, an individual, 
facility-based. If the [facility] experiences an 
actual natural or man-made emergency that 
requires activation of the emergency plan, the 
[facility] is exempt from engaging in a 
community-based or individual, facility-based 
full-scale exercise for 1 year following the onset of 
the actual event. 

(ii) Conduct an additional exercise that may 
include, but is not limited to the following: 

(A) A second full-scale exercise that is 
community-based or individual, facility-based. 

(B) A tabletop exercise that includes a group 
discussion led by a facilitator, using a narrated, 
clinically-relevant emergency scenario, and a set 
of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan. 

(iii) Analyze the [facility's] response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events, and revise the 
[facility's] emergency plan, as needed. 
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*[For RNHCls at §403.748 and OPOs at 
§486.360] (d)(2) Testing. The [RNHCI and OPO] 
must conduct exercises to test the emergency 
plan. The [RNHCI and OPO] must do the 
following: 

(i) Conduct a paper-based, tabletop exercise at 
least annually. A tabletop exercise is a group 
discussion led by a facilitator, using a narrated, 
clinically relevant emergency scenario, and a set 
of problem statements, directed messages, or 
prepared questions designed to challenge an 
emergency plan. 

(ii) Analyze the [RNHCl's and OPO's] response 
to and maintain documentation of all tabletop 
exercises, and emergency events, and revise the 
[RNHCl's and OPO's] emergency plan, as 
needed. 

This STANDARD is not met as evidenced by: 
Based on review of documentation and 
interviews, the facility failed to have discussions 
for emergency preparedness. These discussions 
allows the facility to assess their plans for gaps, 
and opportunities to better understand their plan. 


Findings: 

No evidence was given to the surveyor verifying 
the facility had discussions for emergency 
preparedness. 


In an interview with staff #14 at the facility on the 
morning of 10/17/18 staff # 14 said the facility had 
not had the discussion. 
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